DEPARTMENT OF THE NAVY
NAVAL HOSPI TAL

BOX 788250
MARI NE CORPS Al R GROUND COVBAT CENTER
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NAVAL HOSPI TAL TVWENTYNI NE PALMS | NSTRUCTI ON 6320. 64D

From Commandi ng O ficer
Subj: MEDI CAL RECORD REVI EW COW TTEE

Ref : (a) Conprehensive Accreditation Manual for Hospitals,

Joi nt Conmi ssion on Accreditation of Healthcare
Organi zat i ons

(b) MANMED, Chapter 16

(c) INAVHOSP29PALNMSI NST 6320. 5D

(d) INAVHOSP29PALNMSI NST 6300. 1

(e) BUMEDI NST 6010. 13

(f) BUMEDI NST 6010. 17A

(g) INAVHOSP29PALMSI NST 6010. 9C

Encl: (1) [npatient Medical Record Review I° Quarter
(2) |npatient Medical Record Review 2™ Quarter
(3) [npatient Medical Record Review 3% Quarter
(4) Inpatient Medical Record Review 4'" Quarter
(5) Operative and Invasive Procedures Medi cal Record
Revi ew
(6) [Qutpatient Medical Record Review Form
(7) Enmergency Care Record Revi ew Form

1. Purpose. To establish a Medical Record Review Committee in
order to ensure that the requirenent of references (a) through
(g) are net. This instruction has been conpletely revised and
should be read in its entirety.

2. Cancellation. NAVHOSP29PALMSI NST 6320. 64C.

3. Background. References (a) and (b) require that the nedical
record contain sufficient information to identify the patient,
support the diagnosis, justify the treatnent, docunent the
course and results, and pronote continuity of care anong health
care providers.

4. Policy. The Medical Record Review Conmttee (MRRC) will
perform and docunent reviews of inpatient, operative and

i nvasi ve procedure, outpatient, and emergency care nedi cal
records as noted bel ow
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a. Inpatient Medical Record:

(1) Medical records are reviewed at |east quarterly for
conpl et eness, accuracy, and tinely conpletion of information,
and action is taken as necessary to inprove the process.

(2) The review is performed by, at a mninmm the
medi cal staff in cooperation with nursing, the nedical records
depart nent, managenent and adm nistrative services, and
representatives of other departnents as appropriate.

(3) The review determ nes that each nedical record, or a
representative sanple of records, is included in the review
process.

(4) The review of nedical records addresses the
presence, accuracy, tineliness, legibility, and authentication
of the data and information noted on enclosures (1)|through (4).
Additional itens for review may be added to the quarterly
reviews as deened necessary by the Chair, MRRC

(5 A inpatient nedical record is considered delinquent
when it has not been conpleted within 30 days follow ng
di schar ge.

(6) Enclosures (1) through (4) constitute the quarterly

review of medical records. It is expected that within a 12-
nonth period all itens will have been subject to review. In
addition, there will be a nmechanismto ensure that reviews of

nmedi cal records for each nenber of the nedical staff are
reviewed at | east annually.

(7) Areview of inpatient nmedical records wll be
conducted during the second and fourth quarter for all providers
credentialled | ess than six nonths to address itens in previous
quarterly reviews and place themon the sanme schedul e as ot her
providers. The nonthly committee mnutes will contain a listing
of all providers whose charts have been reviewed for tracking
pur poses.

(8) Wien the medical record review is based on a
representative sanple (a sanple representing the practitioners



NAVHOSP29PALNMSI NST 6320. 64D
25 Aug 99

providing care and of the care provided,) the review enconpasses
hospitals full scope of practice, including the nost conmon

di agnoses and procedures, and all high-risk procedures. Sanples
i nclude records of patients currently in the hospital

(concurrent review) and conpl eted records of discharged patients
(cl osed review.)

b. Operative and Invasive Procedure Medi cal Records:

(1) I'n addition to the information required in al
medi cal records, all aspects of a surgical patient’s
preoperative, operative, and postoperative care are docunented.

(2) This includes operative, other invasive and
noni nvasi ve procedures such as CAT Scan, MR, etc., which may
pl ace the patient at risk. The focus here is on procedures and
therefore is not neant to include nedications that may pl ace
patients at risk

(3) The postoperative docunentation includes at |east
the data and information noted on encl osure [(5)]

c. CQutpatient Medical Record:

(1) Patients sonetinmes receive anbul atory care services
on a continuing basis, and often fromnore than one provider.
To pronote continuity of care, both over tine and anong
providers, a “Problem Summary List” will be naintained for any
patient who is seen at three or nore outpatient visits.

(2) The problem sunmary list is initiated for each
patient by the third visit and maintained thereafter.

(3) The problem summary list includes the information
noted on encl osure (6)|.

d. Energency Medical Record:

(1) The nedical records of patients who have received
energency care contain not only the information required of al
medi cal records, but additional information specific to the
energency visit as noted on enclosure (7).
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5. Medical Record Review Commttee Organization

a. The chairperson shall be a medical officer appointed by
the Commandi ng OFficer fromreconmendati ons provided by the
Executive Commttee of the Medical Staff (ECOVS).

b. The nedical record reviewis perfornmed in a
col | aborative fashion by the MRRC. Permanent nenbers shal
i ncl ude:

(1) Medical Directorate Physician Representative

(2) Surgical D rectorate Physician Representative

(3) Nursing Directorate Representative

(4) Head, Patient Adm nistration Departnent

(5) Supervisor, Qutpatient Medical Records Departnent
(6) Medical Records Adm nistrator (MRA)

(7) Branch Medical dinic China Lake Representative
(8 MIlitary Sick Call Representative

(9) Ancillary Services Directorate Representative
(10) Cccupational Health Representative

c. Attendance is mandatory. |[If a nmenber is unable to
attend, a representative from his/her respective departnent or
directorate nust attend.

d. The Chairperson may reconmmend additional permanent
menbers to the commttee and appoint “ad hoc” nenbers at any
time. Additionally, the Chairperson has the authority to
request assistance wth the performance of approved committee
busi ness from any department, commttee or individual.

6. Responsibilities

a. Medical Record Review Commttee (MRRC) shall
(1) Meet nonthly.

(2) Conduct nedical record reviews in the follow ng
categories at |east quarterly:

(a) Inpatient Medical Records

(b) Qutpatient Medical Records
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(c) Operative and I nvasive Procedures Medica
Recor ds
(d) Enmergency Care Medical Records
(3) Serve as an educational resource in nedical record
matters.

(4) Coordinate performance i nprovenent activities
relating to nedical record docunentation including record
reviews by the MRRC, Ri sk Managenent, Utilization Managenent and
ot her designated groups to identify opportunities for
i nprovenent as per reference (Q).

(5) Recomrend and initiate actions, assess the
ef fectiveness of the actions, and report findings to ECOVS,
nmedi cal staff departnents, the Perfornmance | nprovenent Division
and ot hers.

(6) Docunent conclusions, recommendations, actions, and
foll owup nonitoring in the mnutes of each neeting and forward
to ECOVS and the Performance | nprovenent Division for
integration with nmedical and performance inprovenent activities.

(7) Provide periodic education to the Medical Staff by
providing ECOVS with routine reports.

(8) Annually reviewthis instruction, revise it as
needed and forward recommendati ons to the ECOVS.

(9) Perform such other functions as may be required to
ensure conpliance with references (a) through (g) and to protect
the interest of the patient, the practitioner and the hospital.

(10) Report to the Board of Directors (BOD) and ECOVS on
a quarterly basis the foll ow ng:

(a) The nunber and percentage of total records
revi ewed.

(b) The problens identified by nonconpliance to
standards, corrective action taken, the date the problemw || be
reviewed to ensure that the problem has been corrected, and who
is responsible for that review
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(11) Submt conmttee mnutes to the Commandi ng O ficer
via the Performance | nprovenent Coordi nator, Chair, Executive
Conmittee of the Medical Staff and the Executive Oficer.

b. Patient Adm nistration Departnent shall:

(1) Provide the MRRC with delinquency statistical
information and report as necessary to assure the tinely and
appropriate conpletion of all nedical records. A nedical record
i s considered delinquent when it has not been conpleted within
30 days. The hospital neasures its performance by assessing
three areas of delinquency in nedical records; overal
conpl etion, report of the history and physical exam nation, and
operative reports.

(2) The hospital neasures nedical record delingquency at
regular intervals, no | ess frequently than every three nonths,
and reports the data as part of the nedical record review
function. Witten reports are due to the Chair, MRRC no | ater
than the 15'" day of the first nmonth of the quarter for the
previous quarter. Delinquency rates are tracked by using the
time franme of 30 days for nedical record delinquency as
specified in reference (c) and asking the follow ng questions:

(a) What is the average nonthly di scharge (AMD) rate
for inpatients during the past 12 nont hs?

(b) What is the average nonthly operative procedures
(AMOP) rate for inpatients and outpatients for which an
operative report is required?

(3) The Supervisor, Qutpatient Medical Records
Department will review and provide training to all areas that
have outpatient records, as needed, but at |east sem -annually.

(4) The MRA will review and provide training to al
areas that have inpatient nedical records, as needed, but at
| east sem -annual | y.

(5) The MRA will conduct an annual survey of al
secondary records and report results of this survey to the
Chair, MRRC no later than 15 Oct annually for the previous
fiscal year.
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7. Medical Record Review Methodol ogy. The Chairman, MRRC w | |
facilitate the revi ew of the nedical records.

a. Inpatient nedical record reviews will be conducted
during the 1% nmonth of each quarter. Each review will consist
of 10% of the average nonthly di scharges or 30 records, which
ever is greater.

b. Operative and invasive procedures nedical record reviews
wi |l be conducted during the 2" nonth of each quarter. Each
review wi || consist of 10% of the average nonthly operative
procedures or 30 records, whichever is greater.

c. CQutpatient and emergency care nedical record revi ews
will be conducted during the 3'% nonth of each quarter. Reviews
wi |l consist of 25 records in each category at a m ni mum

d. The Chair, MRRC w Il distribute the assenbl ed nedi cal
records to those participating in the review at the nonthly
nmeet i ng.

e. The participants will review the records for conpliance
with the itens |isted on the appropriate review form

f. As each review formis conpleted, it will be given to
the Chair, MRRC. The Chair, MRRC w Il tally the results of the
record review and conplete a sunmary report for inclusion with
the nonthly neeting m nutes.

8. Applicability. The provision of this instruction applies to
t he Naval Hospital Twentynine Palnms and Branch Medical dinic
Chi na Lake.

Er-'..-?n_ l.d_.{.-l_.-q"'.q.-'L-t-"'
J. M HUBER

Di stribution A
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| NPATI ENT MEDI CAL RECORD REVI EW
15T QUARTER
Dat e
Revi ewer : Title:
Medi cal Record Nunber: Provi der

The following itens are required, as per Joint Conmm ssion Standard I M 3.2.1,
to be included as part of the hospital’s ongoing review of medical records.

The revi ew nust address the presence, accuracy, tinmeliness, legibility, and
authentication of the items |isted bel ow

ltem ' Yes | No NA  Comments
Identification data.

Medi cal history including the chief
conplaint; details of present illness;

rel evant past, social and famly histories
(appropriate to the patient’s age); and an
i nventory of body system

A sunmmary of the patient’s psychosoci al
needs, as appropriate to the patient’s age.

A report of relevant physical exam nations.

A statement on the concl usions or
i mpressions drawn fromthe adm ssion history
and physi cal examni nati on.

Cl osed Medi cal Record Review

Check one:
Concurrent Medical Record Review

Ret rospective Medical Record Review

Encl osure (1)
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JCAHO St andar ds,

I ndicate “yes” on the I|npatient

I NPATI ENT MEDI CAL RECORD REVI EW

Intents,

15T QUARTER
and Exanpl es for
I nformati on

Patient Specific Data and

Medi cal Record Review formif all itens

listed in the intent are in conpliance with the JCAHO st andards.

“ ”

I ndi cate “no

| tem JCAHO St andard

Identification data.
(IM7.2)

on the Inpatient
the items in the intent are not

Medi cal Record Review formif one or nore of
in conpliance with the JCAHO st andards.

| nt ent
To facilitate consistency and continuity in patient
care, the nedical record contains very specific data
and information, including the patient’s nane,
address, date of birth, the nane of any legally
aut hori zed representative, and evi dence of known
advance directives.

Medi cal history including
t he chief conplaint;
details of present
illness; relevant
social and famly
histories (appropriate to
the patient’s age); and
an inventory of body
system
(IM7.6, PE 1,
and PE.1.6.1.1)

past,

PE.1.6.1

Each patient’s nedical history and physica

exam nation are docunmented in his or her medica
record within 24 hours of admi ssion. This time frame
appl i es for weekend, holiday, and weekday adm ssions.
A durable, legible original or reproduction of a

medi cal history and conpl eted physi cal exam nation
that is conpleted or thoroughly updated within 30
days before admi ssion is acceptable if the patient’s
condition did not significantly change during the
peri od between docunentation of the history and

physi cal exam nation and admi ssion to the hospital
Signi ficant changes are recorded at the tinme of

adm ssi on.

A summary of the The initial assessnent takes into account not only
patient’s psychosoci al the patient’s physiol ogical status but psychol ogi ca
needs, as appropriate to and soci al concerns.

the patient’s age. (PE.1)

A report of rel evant Each patient’s physical examination is docunented in
physi cal exam nati ons. the medical record within 24 hours of adm ssion

(IM7.6, PE 1.6.1,
PE.1.6.1.1)

and

This time frame applies for weekend, holiday, and
weekday admi ssions. A durable, legible original or
reproduction of a conpl eted physical exam nation that
is conpleted or thoroughly updated within 30 days
before admission is acceptable if the patient’s
condition did not significantly change during the
peri od between docunentation of the physica

exam nation and admi ssion to the hospital

Signi ficant changes are recorded at the tine of

adm ssi on.

A statement on the
concl usi ons or

i mpressions drawn from

t he adnmi ssion history and
physi cal exam nation

(PE. 3.1 and IM7.2)

A patient may undergo many ki nds of assessnents from
his or her physician and several other disciplines.
As a result, there may be a variety of data,

anal yses, and other information in the patient’s
record. To facilitate consistency and continuity in
patient care, the nmedical record contains concl usions
or inpressions drawmn fromthe nedical history and
physi cal exam nati on

Encl osure (1)

2
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| NPATI ENT MEDI CAL RECORD REVI EW
15T QUARTER SUMVARY
Dat e

Total Number of Records Revi ewed:

Type of Review

Type of Records:

ltem 'Yes | No NA % Conpliance
I dentification data.

Medi cal history including the chief
conplaint; details of present illness;

rel evant past, social and famly histories
(appropriate to the patient’s age); and an
i nventory of body system

A summary of the patient’s psychosoci al
needs, as appropriate to the patient’s age.

A report of relevant physical exam nations.

A statenment on the conclusions or
i mpressions drawn fromthe adm ssion history
and physi cal examni nation.

Cl osed Medi cal Records Revi ewed:

Concurrent Medi cal Records Revi ewed:

Encl osure (1)




NAVHOSP29PALMSI NST 6320. 64D

25 Aug 99
| NPATI ENT MEDI CAL RECORD REVI EW
2" QUARTER
Dat e
Revi ewer : Title:
Medi cal Record Nunber: Provi der:

The following itens are required, as per Joint Conmm ssion Standard I M 3.2.1,
to be included as part of the hospital’s ongoing review of medical records.

The revi ew nust address the presence, accuracy, tinmeliness, legibility, and
authentication of the items |isted bel ow

ltem ' Yes | No NA  Comments
A statement on the course of action planned
for the patient for this episode of care and
of its periodic review, as appropriate.

Di agnostic and therapeutic orders.

Evi dence of appropriate inforned consent.

Cinical observations, including the results
of therapy.

Progress notes made by the nmedical staff and
ot her authorized staff.

Cl osed Medi cal Record Revi ew

Check one:
Concurrent Medical Record Review

Ret rospective Medical Record Review

Encl osure (2)
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| NPATI ENT MEDI CAL RECORD REVI EW
2" QUARTER
JCAHO St andards, Intents, and Exanples for Patient Specific Data and
I nformation

I ndicate “yes” on the Inpatient Medical Record Review formif all itens
listed in the intent are in conpliance with the JCAHO st andards.
Indicate “no” on the Inpatient Medical Record Review formif one or nore of
the items in the intent are not in conpliance with the JCAHO st andar ds.

| t em JCAHO St andard | | nt ent
A statement on the course |Care is planned to respond to each patient’s unique
of action planned for the | needs (including age-specific needs), expectations,
patient for this episode and characteristics with effective, efficient, and

of care and of its i ndividualized care. Care, treatnment, and

periodic review, as rehabilitation are planned to ensure that they are

appropriate. (TX 1, appropriate to the patient’s needs and severity of

TX. 1.1, TX. 1.1.1, TX 1.2, |disease, condition, inpairnent, or disability.

and TX. 1. 3) Settings and services required to neet patient care

goals are identified, planned and provided if
appropriate. Wen patient care is not planned to
meet all identified needs, this is docunented in the
medi cal record. The patients’ progress is
periodi cal ly eval uated agai nst care goals and the
pl an of care and when indicated, the plan or goals
are revised.

Di agnostic and Al'l diagnostic and therapeutic orders such as diet

t herapeutic orders. orders, and clinical observations such as hei ght and

(IM7.2) wei ght, are docunented in the patient’s nedica
record

Evi dence of appropriate Evi dence of informed consent when required by

i nforned consent . hospital policy.

(IM7.2)

Cinical observations, To facilitate consistency and continuity in patient

i ncluding the results of care, the medical record contains clinica

therapy. (IM7.2) observations including the results of therapy.

Progress notes made by To facilitate consistency and continuity in patient

t he nedi cal staff and care, the nedical record contains progress notes nade

ot her authorized staff. by the nedical staff and other authorized

(IM7.2) i ndi vi dual s.

Encl osure (2)
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| NPATI ENT MEDI CAL RECORD REVI EW
2" QUARTER SUMVARY
Dat e
Tot al Nunber of Records Revi ewed:

Type of Review

Type of Records:

ltem 'Yes [ No NA % Conpliance
A statement on the course of action planned
for the patient for this episode of care and
of its periodic review, as appropriate.

Di agnostic and therapeutic orders.

Evi dence of appropriate inforned consent.

Cinical observations, including the results
of therapy.

Progress notes made by the nmedical staff and
ot her authorized staff.

Cl osed Medi cal Records Revi ewed:

Concurrent Medi cal Records Revi ewed:

Encl osure (2)
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| NPATI ENT MEDI CAL RECORD REVI EW
3" QUARTER
Dat e
Revi ewer : Title:
Medi cal Record Nunber: Provi der

The following itens are required, as per Joint Comm ssion Standard IM3.2.1
to be included as part of the hospital’s ongoing review of medical records.
The revi ew nust address the presence, accuracy, tinmeliness, legibility, and
authentication of the items |isted bel ow

ltem ' Yes | No NA  Comments
Consul tation reports.

Reports of operative and other invasive
procedures, tests, and their results.

Reports of diagnostic and therapeutic
procedures, such as pathology and clinica

| aboratory exam nations and radiol ogy and
nucl ear nedi ci ne exam nations or treatment.

Records of donation and receipt of
transpl ants or inplants.

Fi nal di agnosi s(es).

Cl osed Medi cal Record Revi ew

Check one:
Concurrent Medical Record Revi ew

Ret rospective Medical Record Review

Encl osure (3)
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JCAHO St andar ds,

I ndicate “yes” on the I|npatient

I NPATI ENT MEDI CAL RECORD REVI EW

Intents,

3" QUARTER
and Exanpl es for
I nformati on

Patient Specific Data and

Medi cal Record Review formif all itens

listed in the intent are in conpliance with the JCAHO st andards.

“ ”

I ndi cate “no

| tem JCAHO St andar d

Consul tation reports
(IM7.2, CC.1, and CC. 5)

on the Inpatient
the items in the intent are not

Medi cal Record Review formif one or nore of
in conpliance with the JCAHO st andards.

| nt ent
If the hospital does not offer services directly,
they provide for their availability and the patient’s
access to the services. To facilitate consistency
and continuity in patient care, the nedical record
contains consultation reports.

Reports of operative and

ot her invasive
procedures, tests, and
their results.
(IM7.3.2)

Qperative reports dictated or witten imedi ately
after surgery record the nane of the primary surgeon
and assistants, findings, technical procedures used,
speci nens renoved, and postoperative diagnosis.

Reports of diagnostic and
t her apeuti c procedures,
such as pathol ogy and
clinical |aboratory

exam nations and
radi ol ogy and nucl ear
nmedi ci ne exam nations or
treatment. (IM7.2)

To facilitate consistency and continuity in patient
care, the medical record contains all diagnostic and
t herapeutic procedures and test results.

Records of donation and
recei pt of transplants or
implants. (IM3.2.1)

To facilitate consistency and continuity in patient
care, the medical record contains records of donation
and recei pt of transplants or inplants.

Fi nal di agnosi s(es).
(IM7.6)

Al'l final diagnoses and conplications are recorded
wi t hout the use of synbols or abbreviations.

Encl osure (3)
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3¢ QUARTER SUMVARY

Dat e
Tot al Nunber of Records Revi ewed:

Type of Review

Type of Records:

Item
Consul tation reports.

' Yes

' No

N A
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% Conpl i ance

Reports of operative and other invasive
procedures, tests, and their results.

Reports of diagnostic and therapeutic
procedures, such as pathology and clinica

| abor at ory exami nations and radiol ogy and
nucl ear nedi ci ne exam nations or treatnment.

Records of donation and receipt of
transpl ants or inplants.

Fi nal di agnosi s(es).

Cl osed Medi cal Records Revi ewed:

Concurrent Medical Records Revi ewed:

Encl osure (3)
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| NPATI ENT MEDI CAL RECORD REVI EW
4" QUARTER
Dat e
Revi ewer : Title:
Medi cal Record Nunber: Provi der:

The following itens are required, as per Joint Conmm ssion Standard I M 3.2.1,
to be included as part of the hospital’s ongoing review of medical records.

The revi ew nust address the presence, accuracy, tinmeliness, legibility, and
authentication of the items |isted bel ow

ltem ' Yes | No NA  Comments

Concl usi ons at term nation of
hospi tali zation.

Cinical resunes and di scharge sunmari es.

Di scharge instructions to the patient or
famly.

When perforned, results of autopsy.

Cl osed Medi cal Record Revi ew

Check one:
Concurrent Medical Record Review

Ret rospective Medical Record Review

Encl osure (4)
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JCAHO St andar ds,

I ndicate “yes” on the I|npatient

Intents,

I NPATI ENT MEDI CAL RECORD REVI EW

4" QUARTER
and Exanpl es for
I nformati on

Patient Specific Data and

Medi cal Record Review formif all itens

listed in the intent are in conpliance with the JCAHO st andards.

“ ”

I ndi cate “no

Item JCAHO St andard
Concl usi ons at
term nation of
hospitalization.
(IM7.2)

on the Inpatient
the items in the intent are not

Medi cal Record Review formif one or nore of
in conpliance with the JCAHO st andards.

‘ | nt ent

To facilitate consistency and continuity in patient
care, the nedical record contains conclusions at
term nation of hospitalization

Clinical resunes and
di scharge sunmari es.
(IM7.2)

A concise clinical resume included in the nmedica
record at discharge provides inportant information to
other caregivers and facilitates continuity of care.
For patients discharged to anbul atory care, the
clinical resune summari zes previous |evels of care.
The di scharge sumary contains the follow ng

i nformati on:

The reason for hospitalization;

Signi ficant findings;

Procedures perfornmed and treatnment rendered;

The patient’s condition at discharge, and

5. Instructions to the patient and famly, if any.

hPobpRE

Di scharge instructions to
the patient or famly.
(IM7.2)

To facilitate consistency and continuity in patient
care, the nedical record contains discharge
instructions to the patient or famly

When perforned, results
of autopsy. (IM7.6)

When an autopsy is performed, provisional anatomc

di agnoses are recorded in the nedical record within 3
days, and the conplete protocol is included in the
medi cal record within 60 days, unless the nedica
staff establishes exceptions for special studies.

Encl osure (4)
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| NPATI ENT MEDI CAL RECORD REVI EW
4" QUARTER SUMVARY
Dat e

Total Number of Records Revi ewed:

Type of Review

Type of Records:

ltem 'Yes | No NA  Comments

Concl usi ons at term nation of
hospi talization.

Clinical resunmes and di scharge sunmari es.

Di scharge instructions to the patient or
famly.

When perforned, results of autopsy.

Cl osed Medi cal Records Revi ewed:

Concurrent Medi cal Records Revi ewed:

Encl osure (4)
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OPERATI VE AND | NVASI VE PROCEDURES

MEDI CAL RECORD REVI EW

Dat e
Revi ewer : Title:
Medi cal Record Nunber: Provi der

In addition to the information required in all nedical
docunents all aspects of a surgical patient’s preoperative

records, the hospital

operative, and

postoperative care. Operative and other procedures includes operative, other

i nvasi ve, and noni nvasi ve procedures such as radi ot her apy,

CAT scan, and MR

that may place the patient at risk. This requirenent applies to outpatient
as well as inpatients. The following itens are required,

Conmi ssion Standard IM 7.3 through IM7.3.5.

[tem

The |icensed i ndependent practitioner responsible for
the patient records a preoperative di agnosis before
surgery.

Yes

No

as per Joint

N A Conment s

Qperative reports dictated or witten i mediately after
surgery record the nane of the prinmary surgeon and

assi stants, findings, technical procedures used,

speci mens renoved, and postoperative di agnosis.

The conpl eted operative report is authenticated by the
surgeon and filed in the nedical record as soon as
possi bl e after the surgery.

When the operative report is not placed in the medica
record i mmedi ately after surgery, a progress note is
entered i nmedi ately.

Post operati ve docunentation records the patient’s vita
signs, and |l evel of consciousness; nedications
(including intravenous fluids), blood, and bl ood
conmponents; any unusual events or postoperative
conplications; and managenent of such events.

Conpl i ance with discharge criteria is fully docunented
in the patient’s nmedical record

Post operati ve docunentation records the nane of the
| i censed i ndependent practitioner responsible for
di schar ge

Encl osure (5)
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The |icensed i ndependent practitioner responsible for
the patient records a preoperative di agnosis before
surgery.
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OPERATI VE AND | NVASI VE PROCEDURES
MEDI CAL RECORD REVI EW
SUMVARY
Dat e
Total Number of Records Revi ewed:

Type of Review

Yes

N A Conmment s

Qperative reports dictated or witten imediately after
surgery record the nane of the prinmary surgeon and

assi stants, findings, technical procedures used,

speci mens renoved, and postoperative di agnosis.

The conpl eted operative report is authenticated by the
surgeon and filed in the nedical record as soon as
possi bl e after the surgery.

When the operative report is not placed in the nmedica
record i medi ately after surgery, a progress note is
entered i nmedi ately.

Post operati ve docunentation records the patient’s vita
signs, and |l evel of consciousness; nedications
(including intravenous fluids), blood, and bl ood
conponents; any unusual events or postoperative
conplications; and managenent of such events.

Conpliance with discharge criteria is fully docunented
in the patient’s nmedical record

Post operati ve docunentation records the nane of the
| i censed i ndependent practitioner responsible for
di schar ge

Comment s:

Encl osure (5)
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QUTPATI ENT
MEDI CAL RECORD REVI EW
Dat e
Revi ewer : Title:
Medi cal Record Nunber: Pr ovi der

For patients receiving continuing anbul atory care services, the nedical
record contains a summary |ist of known significant diagnoses, conditions,
procedures, drug allergies, and nmedications. The following itens are
required, as per Joint Comnission Standard IM7.4 through IM7.4.1.

For patients receiving continuing anbul atory
care services, the following are |isted

Known significant nedical diagnoses and
condi tions;

Known significant operative and invasive
procedur es;

Medi cations known to be prescribed for or
used by the patient.

Known adverse and allergic drug reactions.

The sunmary list is started by the third
visit.

Check one:
Concurrent Medical Record Revi ew

Ret rospective Medi cal Record Review

Encl osure (6)
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QUTPATI ENT
MEDI CAL RECORD REVI EW
SUMVARY
Dat e

Total Number of Records Revi ewed:

Type of Review

'Yes  No | NA | %Conpliance

For patients receiving continuing anbul atory
care services, the following are |isted
Known significant nedical diagnoses and
condi tions;

Known significant operative and invasive
pr ocedur es;

Medi cations known to be prescribed for or
used by the patient.

Known adverse and allergic drug reactions.
The sunmary list is started by the third
Visit.

Cl osed Medi cal Records Revi ewed:
Concurrent Medi cal Records Revi ewed:

Comment s:

Encl osure (6)
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EMERGENCY CARE

MEDI CAL RECORD REVI EW

Dat e
Revi ewer : Title:
Medi cal Record Nunber: Pr ovi der

The medi cal records of patients who have received energency care contain not

only the information required of all nedical records,

but additi onal

i nformati on specific to the enmergency visit. The following itens are
requi red, as per Joint Commission Standard IM7.5 through IM7.5.3.

ltem ' Yes

Enmergency care provided to the patient prior
to arrival, if any, is docunented.

) NA  Comments

When energency, urgent, or imediate care is
provi ded, the time and neans of arrival are
al so docunmented in the nedical record.

The nedi cal record notes when a patient
recei ving emergency, urgent, or inmrediate
care | eft agai nst nmedi cal advice.

Concl usions at the term nati on of treatnment,
i ncl udi ng

Condi tion at discharge; and

Any instructions for follow up care.

Emer gency patient transfers to other
organi zati ons incl ude:

Reason for transfer;

Fi nal disposition

Stability of patient;

Acceptance by the receiving organi zati on

Responsi bility during transfer, and

Rel evant patient information acconpanies the
patient.

Encl osure (7)
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EVERGENCY CARE
MEDI CAL RECORD REVI EW

SUMVARY
Dat e
Total Nunmber of Records Reviewed:
Type of Review
Item
Enmergency care provided to the patient prior
to arrival, if any ,is docunented.

'Yes |No NA % Conpliance

When energency, urgent, or imediate care is
provi ded, the time and neans of arrival are
al so docunented in the nedical record.

The nedi cal record notes when a patient
recei ving energency, urgent, or immedi ate
care | eft agai nst nmedi cal advice.

Concl usions at the term nation of treatnment,
i ncl udi ng

Fi nal disposition;

Condi ti on at discharge; and

Any instructions for follow up care.

Enmergency patient transfers to other
organi zati ons incl ude:

I
N I O

Reason for transfer;

Stability of patient;

Acceptance by the receiving organi zation;

Responsibility during transfer, and

Rel evant patient infornmation acconpani es the
patient.

Comment s:

Encl osure (7)
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